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USE ONLY BLACK INK OR RIBBON TYPEWRITE IF POSSIBLE

hLEn JUN 1 1 1qqgagulra'mn District Ne.

THE DIVISION OF HEALTH OF MISSOURI

CATE OF DEATH

STAN DARDé[fgI

Primary Reglstrctlon District No"l 0@3

58—019921

STATE FILE NUMBES%iG )

e re e an Reqns'rcr 3 No. No..

1. PLACE OF DEATH
a. COUNTY

2. USUAL RESIDENCE (Where deceased lived.

If institu

a. STATE Missouri b. COUNTY

tion: Residen I:efore
udnyil‘on)

b.

St Louls

OR
TOWN

CITY (If outside corporate limits, give TOWNSHIP only)

Inside Limits

Ye#‘ No ]

c. CITY

OR
TowN 8% Tinuls

Inside Limits

Yo_?p No []

¢. FULL NAME OF {If NOT in hospital, give lecation)

Length of stay in |

b

d. STREET

{If cutside, give location)

Reside on Farm

HOSPITAL OR . DRESS
nstrution City Hospital 235 624 Geyerave, Yes [ N°§l
3. NAME OF DECEASED First Middle gcst 4. DATE Maonth Day Year
{Type or print} OF
Lillie Anna Ne Clellan CEATH gy 20 1958
5. SEX é. COLOR OR RACE| 7. MARRIEDDNEVER MAERIEDD 8. DATE OF BIRTH 9. AﬁE g,,. :‘::;; Jix‘:lﬁsn é:,E.AR Iac‘:l’:DER 2&::&!5.
Fomale | White | woowogd 9 oworceol]|Jan 2 1875 B | |
10a. u5UAL OCCUPATION (Give kind of wark done | 10b. KIND OF BUSINESS OR 11. BIRTHPLACE {City ond state or country) 12. CITIZEN OF WHAT COUNTRY?
g most of wotif.hh sven if ratirad) INDUSTRY / .
Hénusew Brighton 7Tllinois U s
130. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF H_UsBAND CR WIFE
John Winat Nellle ; Unknown
15. WAS DECEASED EVER IN U. . ARMED FORCES? 6. SOCIAL SECURITY NO.[ 17. INFORMANT Address
{Yes no; knawn)| {IF . qi dates of servica) ’
Tr PO n| T v give wer e caten T aervies Nellie Bover 1735 Preston (=]
'IB CAUSE OF DEATH (Enter only one cause per lingfdr (a), (b), and (c).} INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: - ONSET D DEATH
IMMEDIATE CAUSE {a) . 2& M ,&c
Conditions, i any, DUE TO (b} D?- j M k-4
. which gave rise to / J
above couse ({a), - .
stating the under- é_ :
g lying eause last. DUE TO (¢)
£ FART il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DZAAH but ot retated 1o the tarminal disease condition given in PART | (o) 19 ﬁéﬁéggﬂggf
e veshd NO[]
| 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART Lor PART Il of item 18.) ”
w
v O O c : ‘
é 20c. TIME OF Hour Month, Day, Year
5 INJURY. ..
B3 ~ pam.
20d. INJURY OCCURRED 20e. PLACE OF INJURY {e.g., inar ebout home,| 20f. CITY, TOWN, DR LOCATION COUNTY STATE
WHILE ATD "NOT WHILE O : farm, fnctéry, street, office bidg., etc.) .
WORK AT WORK .
21. | atiended the deceassd from . to and last saw {‘u‘;‘ alive on
Daqu at // - ¥a )U y) - m on the dote staled obove; and to the best of my knowledge, from the causes stated.
220. IGNATURE %Degm% %m ﬁb ADDR :-:ss Z%;/ 2}9_“5 SIGNED
230. BURIAL, Tion, | 236, paTE % OF CEMETERY OR CREMATORY 23d. LOCATION {City, tawm, o¢ eounty) (Srate)
Mov L ify)
1 5/23/58 ark Lawvn Cvmetery
24. FUNERAL DIRECTOR ADDRESS 25. DATE RECD. BY LOCAL REG.

Moydell Funeral Home 1926 Allen

{Licensed Embalmee's Stotement on Reverse $ide}




STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed
.» Student Embalmer No. .....c.....cecunns

by me, or b

working under my personal supervision.

Student ..o
Signature of Student Embalmer

Lo Address/%% L]

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure
to comply with the above constitutes g'ounds for revocation of l:cense)

If embalmed by a STUDENT, he also shall sign in his OWN handwriting. .

If this body is not embalmed, fact should be so stated above.




